Objective To report a case of intradural extramedullary metastasis originated from a kidney neoplasm. Metastases in this topography occur in a low frequency, especially considering that the primary tumor was located along the urinary system. Case Report A male adult begins to present with pain in the lower limbs and develops flaccid paraparesis of the pelvic limbs, also attacking the control of the sphincter. The patient had a previous history of right nephrectomy due to a kidney neoplasm. After investigation with imaging exams, a metastatic lesion was found to be the source of the symptoms. The patient was surgically treated by the neurosurgery team of the hospital. Conclusion Cases like this are not common, and considering the low incidence of these cases and the nonspecific symptoms, such as pain, we do not always come up with the hypothesis of a metastasis in this topography. The surgical treatment, although it is a palliative feature, has an important part in maintaining the performance and the quality of life of the patient.
Introduction
Cancer is currently a highly prevalent disease, and a metastatic disease occurs as the clinical picture progresses. Systemic neoplasms with distant metastasis to the spine range from 30 to 40%. 1, 2 Considering the spine, intradural extramedullary metastases are rare and represent 1% of the cases. [3] [4] [5] The age group with higher prevalence of cases is between 40 and 60 years old. 4 Metastatic dissemination is variable and related to the histological type of the primary tumor, as well as to its primary location.
4,5
Schwannomas, meningiomas, and neurofibromas are the primary central nervous system (CNS) tumors that most frequently send metastatic implants to the intradural compartment, 3, 6 while the major systemic neoplasms that metastasize to the spine are breast, lung, and prostate tumors. 4, 7 As technology advances, such specific diagnoses are now possible and assist in the treatment. 8 Primary renal cancer is one of the most uncommon amongst this narrow group of neoplasms, thus the relevance of the following reported case.
Case Report
A 62-year-old man reporting bilateral lower limb weakness for some time. The condition worsened 10 days before, when he became incapable of walking and presented with bowel and bladder dysfunction. The initial physical examination confirmed an asymmetric paraparesis, with the left side being more affected (muscle strength graded 2 on left leg and 3 on the right), as well as knee jerk hyporeflexia, and preserved sensitivity. Previous medical history: diabetes mellitus, chronic arterial hypertension. Right nephrectomy 4 years before, due to a malignant kidney neoplasm.
Through the anamnesis and a physical examination, medullary compression was the hypothesis inferred. In order to advance the investigation, a lumbar spine magnetic resonance imaging (MRI) exam was requested. (►Figs. 1-5)
The MRI showed an intradural extramedullary heterogeneous expansive lesion located posterior to the L3 vertebral body and glancing to the L3-L4 right foramen, probably corresponding to a schwannoma. In association, intradural hemorrhagic content is observed, extending from the lesion to the sacral region.
An L3-L4 laminectomy was performed, a middle line opening on dural topography, microscopically, a gray soften mass could be visualized. Using standardized microsurgical techniques, the lesion was completely removed without adverse events. The metastasis was confirmed by histological analysis.
During the postoperative recovery, the patient presented melena, therefore the gastroenterology team was requested to evaluate him as well. An upper endoscopy was performed, revealing an elevated duodenal lesion located in the middle third, just above the major duodenal papilla. The lesion measured 15 mm, was rounded and depressible, and showed erosion on its surface. The patient was discharged from the hospital on the 9 th day postsurgery, presenting foi detectada a lesão metastática responsável pelos sintomas. A mesma foi tratada cirurgicamente pela equipe de neurocirurgia do serviço. Conclusão Casos como este não são comuns e nem sempre nos levam a aventar a hipótese de metástase nesta topografia, frente à baixa incidência e ao início de sintomas muitas vezes inespecíficos, como dor. O tratamento, apesar de paliativo, tem um papel importante na qualidade de sobrevida do paciente.
Palavras-chave
► metástase neoplásica ► neoplasias renais ► metástases intradurais by lymphatic extension, and even by contiguous invasion. When considering primary brain tumors and even synchronous brain metastasis, cerebrospinal fluid (CSF) dissemination must also be considered. This last type of metastatic dissemination may be related to the action of gravity; therefore, many extradural intramedullary metastases concentrate at the nerve roots of the cauda equina. 5, 8 A study has proposed that perineural dissemination may also occur, spreading from the renal plexus through the sympathetic chain, and then to the intradural space, also affecting the cauda equina in some cases.
9
The clinical features of spinal metastasis are vast and include symptoms due to local periosteal lesions, to adjacent tissue invasion, and, lastly, due to the compression of the roots of the nerves. 4 In general terms, the patients can present with pain, autonomic symptoms, motor and sensitive deficits. General signs may also be present, as in most consumptive systemic illnesses, such as weight loss, appetite loss, and sweating. 2, 3 The intensity of the symptoms range in magnitude according to the aggressiveness of the tumor, which is represented by its replication rate, extension, and histological type. The pain may be mechanical, radicular or local, and is the most common initial symptom, affecting up to 90% of the patients.
2,5 Several types of pain may be presented concurrently, since they have different mechanisms. Local pain is related to periosteal inflammation as a consequence of the tumoral growth; mechanical pain happens due to an osseous deformity that causes vertebral instability. As for the radicular type, it is related to the compression or irritation of the roots of the nerves. 2, 7 In spite of their distinct sensitive features, or even of their absence, all of the pain types should lead to investigation. 2, 7 Especially in patients with previous cancer diagnosis or even with just general risk factors to neoplasms, a precocious investigation leads to an early diagnosis and treatment.
10
In the case reported in the present article, motor dysfunction was also present as part of the natural course observed in the typical clinical syndrome, originated by spinal metastasis. The progression of the syndrome may consist of cervicalgia and low back pain followed by sensory and motor impairment -with well delimited dermatomal distributionand autonomic disturbance (erectile, bladder, and bowel dysfunction). The loss of muscle strength is critical and will advance to paralysis, unless proper early treatment is provided, especially considering intramedullary metastasis, which progresses even faster.
2 Autonomic disturbances are related to a worse prognosis and tend to appear only after 2 months after the onset of pain; this scenario highlights a delay in the diagnosis.
2
Intradural extramedullary metastases tend to progress rapidly from pain to motor dysfunctions, and symptomatic patients are mostly classified in advanced stages of the disease.
11 A more precise investigation and staging is done to guide the treatment options. When assuming a case is likely metastatic, it is essential to intensify the investigation with additional methods to confirm the hypothesis and plan interventions more precisely. Amongst a vast amount of imaging methods currently available, MRI is considered the gold standard to assess spinal metastasis. 8 This method
offers excellent results at a fair cost and is widely accessible, besides its superior sensitivity to evaluate soft tissues in detail, when compared with other imaging studies.
2,7
The treatment for spinal metastasis is palliative, as its main goal is to relief discomfort and pain, improving the quality of life of the patient. 4, 5 The estimated survival time postdiagnosis is of between 4 and 7 months. 11 The treatment options vary from radiotherapy to chemotherapy, surgical decompression, and even hormonal therapy. The therapeutic modality is chosen based on the performance status and clinical stability of the patient, and on if the life expectation is inferred to be > 3 months. 2, 6, 7 Some authors have suggested that, regarding the possible association between metastasis and primary CNS tumors, it may be appropriate to perform neuraxial chemotherapy and radiotherapy concomitantly. Surgical therapy is an acceptable choice that improves the quality of life, but has no effect in prolonging survival
11
In our case, surgical therapy was the best option, considering the previous good performance status of the patient, the fast advancing muscle weakness, and also the availability of an experienced neurosurgery team in a well-equipped hospital. Surgery can also be considered as a valid treatment modality, showing benefits especially when intractable pain is part of the case, or to improve intense neurological symptoms, therefore improving the quality of life. 11, 12 In clinical cases involving the cauda equina or tumors without cleavage plan, we should not aim for total gross resection, since a decompressive laminectomy may offer a satisfactory result with lesser risks.
13
A new possibility in surgical modality is stereotactic radiosurgery, which shall target the tumoral cells and preserve healthy tissues, benefiting patients with high surgical risk and also those who remain with residual disease postsurgery. 13 Still, little research has been done to elucidate the outcomes in patients submitted to this treatment.

Conclusion
Cases involving intradural extramedullary spinal metastases are not commonly seen in the clinical practice, particularly when the primary site of the tumor is the kidney. Metastases themselves are indicatives of advanced disease, but considering the spinal impairment, the treatment can be palliative only. Surgery aims to reduce pain symptoms and to improve the quality of life of the patient. Comparative studies regarding specific indications to the modality of the surgery, as well as technology advances in oncologic therapies, are necessary so that the treatment improves and we move forward toward better results for our patients.
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